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Sub-Saharan African adolescents account for a disproportionate share of the global HIV infection rates with
adolescent females carrying the heavy burden. Vulnerability to negative sexual health outcomes have been
attributed to varying life contexts and power diﬀerentials inﬂuencing adolescent sexual behaviors. Using social
dominance theory and the four bases of gendered power, this study examines the relationship between gender
based power and adolescent HIV-risk sexual behavior. Data was derived from the 2013‐14 Zambia Demographic
Health Survey (ZDHS). We utilize gender stratiﬁed multivariate logistic regression to determine whether the four
bases of gendered power are predictive of condom use and multiple sexual partnering among sexually active
adolescents (N = 1908), ages 15–19. Findings highlight the signiﬁcant eﬀects of sexual abuse, resource constraints (low levels of education, condom access, poverty) and gender-unequal beliefs and values on the odds of
adolescent HIV-risk sexual behavior. We found gender variant eﬀects of these factors on sexual behavior. For
males, beliefs in gender-unequal norms acted as a barrier to condom use. Among females, having no education
facilitated multiple sexual partnering. Implications for policy and practice are provided.

1. Introduction
In 2018, Sub-Saharan Africa accounted for 89% of adolescents
living with HIV worldwide with adolescent girls being newly infected
with HIV at four times the rate of adolescent boys (UNICEF, 2019).
Acquired Immunodeﬁciency Syndrome (AIDS) has also become the
leading cause of death among this group (Fleischman & Peck, 2015). In
addition high poverty rates, Zambia is heavily aﬀected by the HIV/AIDS
pandemic with a national HIV prevalence at approximately 11.3% in
2018 and approximately 17, 000 AIDS-related deaths (UNAIDS, 2019;
World Bank, 2019). The Zambian HIV epidemic is largely driven by
unprotected heterosexual sex, with higher rates of new infections resulting from low and inconsistent condom use. For instance, less than
half of youth endorsed condom use at their last sexual encounter with a
non-marital or cohabiting partner in 2014 (Central Statistical Oﬃce
(CSO) [Zambia], Ministry of Health (MOH) [Zambia], and ICF
International, 2014).
Eﬀorts to turn the tide on HIV/AIDS in Zambia have increasingly
focused on youth and adolescent services (UNAIDS, 2019). This is vital
for the nation's future economic and health outcomes given it's young
populace, 66% under age 24 in 2014 (Central Statistical Oﬃce (CSO)
[Zambia], Ministry of Health (MOH) [Zambia], and ICF International,

⁎

2014). HIV prevalence among Zambian young women was more than
double that of young men (5% of girls, compared to 2.4% boys) in 2018
(UNAIDS, 2019). Alongside increased biological vulnerability to HIV
infection, contextual factors such as age-disparate relationships, sexual
violence, poverty, and limited sexual decision making power have been
found to increase young women's risk for HIV infection (Butts et al.,
2017a; Ott, Barnighausen, Tanser, Lurie, & Newell, 2011; Jewkes,
Dunkle, Nduna, & Shai, 2012;). With heterosexual contact accounting
for the majority of HIV infection in women (Central Statistical Oﬃce
(CSO) [Zambia], Ministry of Health (MOH) [Zambia], and ICF
International, 2014), scholars highlight the role of power in gender
variant sexual risk behavior (Butts et al., 2017; Conroy, 2015;
Rosenthal & Levy, 2010; Svanemyr, 2019).
Research examining individual and environmental factors associated with adolescent HIV risk in Sub-Saharan Africa is expanding
(Amoateng, Kalule-Sabiti, & Arkaah, 2014; Butts et al., 2017; ChandaKapata, Klinkenberg, Maddox, Ngosa, & Kapata, 2016; Cluver, Orkin,
Meinck, Boyes, & Sherr, 2016; Gyimah, Kodzi, Emina, Adjei, & Ezeh,
2014; John, Okolo, & Isichei, 2014; Lightfoot, Maree, & Ananias, 2009;
Magadi & Uchudi, 2015; Operario, Underhill, Chuong, & Cluver, 2011;
Toska et al., 2017). However, few studies explicitly examine the intersection of gendered power and adolescent HIV risk behaviors in
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hiv prevention and acquisition, female condom use, where to access
condoms) compared to males (Butts et al., 2018; Central Statistical
Oﬃce (CSO) [Zambia], Ministry of Health (MOH) [Zambia], and ICF
International, 2014). Further, economic pressures facilitate greater
vulnerability for younger women to engage in sexual relations with
much older men (Butts et al., 2017; Doyle et al., 2012; Luke, 2005).
Both of these factors limit young women's power to negotiate condom
use.
Social obligations, the third base of gendered power, focuses on
relationships or care responsibilities where women are more obligated
than men to care giving or satisfying others' needs (Pratto & Walker,
2004). Evidence among young people in sub-Saharan African shows
lesser odds of condom use for youth in more committed relationships
(Saasa, Choi & Nackerud, 2018; Burgard & Kusunoki, 2009;
Hendriksen, Pettifor, Lee, Coates, & Rees, 2007), especially among females. This link between level of relationship commitment and sexual
risk raises concerns especially in cultural contexts where male partners
may not be monogamous. For instance, social obligations may play a
role in the higher rates of HIV infection found among married adolescent girls and women compared to their non-married counterparts
(Central Statistical Oﬃce (CSO) [Zambia], Ministry of Health (MOH)
[Zambia], and ICF International, 2014; Clark, Bruce & Dude, 2006;
Hirsch, Wardlow, & Smith, 2009; Smith, 2007).
Social dominance theory also proposes that the systemic nature of
group discrimination is driven by acceptance of social ideologies and
behaviors that legitimize and produce inequality (Sidanius et al., 2004).
The fourth base of gendered power, consensual ideologies, refers to
beliefs or expectations that undermine women's positions in comparison
to men, such as norms, gender roles and stereotypes (Pratto & Walker,
2004). These ideologies are often accepted by women themselves and
contribute to their vulnerability and reduced power to protect themselves from HIV infection (Rosenthal & Levy, 2010). For example, studies show that women's limited power in relationships is driven by
Zambia's extremely patriarchal culture that promotes women's' submissiveness to males from a young age, encourages multiple sexual
partnership among males, and sexual scripts that include never refusing
sex with husbands regardless of his inﬁdelity or refusal to use condoms
(Authors own, 2018; Butts et al., 2017; Joﬀe & Bettega, 2003). These
ideologies can pause challenges for young women to negotiate safer sex
as well as facilitate risky sexual behaviors among young men.

Zambia; a gap this study hopes to address. Understanding mechanisms
that facilitate and maintain the disproportionate HIV risk among male
and female adolescents and how this can be halted is vital. Therefore,
the aim of this study was to contribute to the understanding of how
factors of gender-based power inﬂuence HIV-risk sexual behaviors,
conceptualized in this study as the occurrence of unprotected sex and
multiple sexual partnering, among Zambian adolescents.
2. Theoretical perspective and review of literature
2.1. Social dominance theory and the four bases of gendered power
To provide a unique perspective on the issue of gender and hiv-risk
sexual behavior, this study utilizes social dominance theory (SDT) with
particular attention to the four bases of gendered power (Pratto &
Walker, 2004; Sidanius & Pratto, 1999). This theory focuses on individual and structural factors that facilitate varied forms of groupbased oppression. SDT posits that disadvantaged groups experience
interpersonal and institutional discrimination due to societal hierarchies that are based on social categories such as race, class and gender
(Sidanius & Pratto, 1999; Sidanius, Pratto, van Laar, & Levin, 2004).
Social dominance theory identiﬁes four bases of gendered power
that operate on individual, group, institutional and structural levels:
force, resource control, social obligations and consensual ideologies
(Pratto & Walker, 2004). This theory proposes that gendered forms of
power help to maintain the disproportionate HIV risk among adolescent
females compared to males. Within the context of sexual behaviors,
power has been referred to as the ability to act independently and
ability to inﬂuence the actions of others (Pulerwitz, Gortmaker, &
DeJong, 2000; Wingood & DiClemente, 2000).
Pratto and Walker (2004) identiﬁed force, which includes assault,
rape, sexual harassment, emotional abuse and other forms of violence,
as the ﬁrst base of gendered power due to it's signiﬁcant role in
maintaining hierarchical power between men and women. Evidence
shows that childhood sexual abuse is associated with adolescents' HIVrisk behaviors, including lower condom use and higher incidence of
multiple sexual partnering and HIV infection (Jewkes, Dunkle, Nduna,
Jama, & Puren, 2010; Ministry of Youth, Sport and Child Development
[MYSCD], 2018; Slonim-Nevo & Mukuka, 2007). In 2014, Zambia's
national estimates on sexual violence in childhood showed that about
20% of females and 10% of males between ages 18–24 had experienced
childhood sexual violence, while about 17% of females and 6% of males
aged 13–17 years were sexually abused within the previous year
(MYSCD, 2018). These high rates of sexual violence create signiﬁcant
sources of HIV risk with adolescent girls experiencing the larger burden.
Resource control entails mechanisms that facilitate coordinated
discrimination in resource allocation by social institutions (e.g. schools,
health care, job allocation, marital or relational practices) in ways that
generally advantage men while facilitating undesirable outcomes for
women (Pratto & Walker, 2004; Rosenthal & Levy, 2010; Sidanius et al.,
2004). Research among sub-Saharan African adolescents indicates that
poverty, education, economic dependence on men and transactional sex
are associated with women's increased HIV risk (Gyimah et al., 2014;
Jukes, Simmons, & Bundy, 2008; Madise, Zulu, & Ciera, 2007;
Muzyamba, Broaddus, & Campbell, 2015; Ranganathan et al., 2016;
Wamoyi et al., 2014). For example, Zambia has more females than
males with no formal education, and men are twice as likely to complete secondary school (Central Statistical Oﬃce (CSO) [Zambia],
Ministry of Health (MOH) [Zambia], and ICF International, 2014). Thus
gender inequality in education undermines the potentially protective
nature of higher levels of education that have been found to ameliorate
HIV risk behaviors (e.g. condom use, age disparate sex and multiple
sexual partnering) among sub-Saharan African adolescents (Birdthistle
et al., 2009; Doyle, Mavedzenge, Plummer, & Ross, 2012; Hargreaves
et al., 2008; Magnani et al., 2002; Stephenson, 2009). Additionally,
adolescent females have reported reduced hiv-related knowledge (e.g.

2.2. Aims of the study
Social dominance theory, as discussed previously, therefore not only
helps us elucidate the relationship between power and the disproportionate rates of heterosexual HIV infection among adolescent girls in
Zambia, but it can also highlight how these four bases of gendered
power can contribute to hiv-risk among male adolescents (Rosenthal &
Levy, 2010). In this light, the present study examines the impact of the
four bases of gendered power on condom use and multiple sexual
partnering among adolescents in Zambia. Based on the literature and
social dominance theory, the study hypothesized the following:
(1)Adolescents with a history of forced sex will have increased likelihood for higher risk sexual behaviors; (2)Adolescents with low levels
of education and limited access to condoms will have increased likelihood for higher risk sexual behaviors.; (3) Adolescents in more committed relationships with their last sexual partner will have higher risk
for unprotected sex, and low risk for multiple sexual partners, especially
among females and, (4)Adolescents that endorse values that place
women in subordinate positions relative to men will have increased
likelihood for higher risk sexual behaviors.

2
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3. Methods

12 months. Responses included live-in partner, boyfriend not living
with respondent, casual acquaintance, other. This item was recoded
into a binary measure with responses ‘boyfriend’ and ‘live-in partner’
combined into committed relationship = 0, and all other responses into
non-committed relationship =1.

3.1. Sample
This study utilized data from the 2013–2014 Zambia Demographic
Health Survey (ZDHS). The ZDHS is a nationally representative crosssectional survey designed to provide data to monitor the population and
health situation in Zambia and provide estimates at the national and
provincial levels. It contains reliable information on demographic factors as well as HIV knowledge and sexual behaviors of Zambian men
ages 15–59 and women ages 15–49. The ZDHS used a two-stage stratiﬁed cluster sample design. During the ﬁrst stage,722 geographical
locations (referred to as enumeration areas) with an average size of 130
households were selected. An average of 25 households were selected in
each enumeration area during the second stage resulting in the selection of a ﬁnal representative sample of 18,052 households. A much
detailed description of the survey design and sampling procedure is
provided in the Zambia report of the ZDHS (Central Statistical Oﬃce
(CSO) [Zambia], Ministry of Health (MOH) [Zambia], and ICF
International, 2014). We utilized estimation methods on all analyses to
account for the sampling design of the ZDHS survey (Croft, Marshall, &
Allen, 2018). Our sample consisted of 2298 adolescents between the
ages of 15–19 who had at least one sexual encounter. Only adolescents
that indicated that they were not married, had been sexually active in
the past 12 months, and had no missing data on the dependent variables
were included in the study. Therefore, the ﬁnal sample consisted of
about 2124 adolescents.

3.2.2.4. Consensual ideologies. This measure was derived from 5
questions asking participants if a beating was justiﬁed if; wife goes
out without telling husband, wife neglects the children, wife argues
with husband, wife refuses to have sex with husband, and if wife burns
the food. A ‘yes’ response to any of the 5 items was coded as 1, and ‘no’
response = 0.
3.2.3. Control variables
Potential confounders for HIV risk behavior were assessed. These
included age (in years), gender, urban/rural residence, household
wealth and age of most recent sexual partner. The household wealth
index, a composite measure of a household's cumulative living standard, was calculated using data on a household's ownership of selected
assets, such as televisions and bicycles; materials used for housing
construction; and types of water access and sanitation facilities. This
measure placed individual households on a continuous scale of relative
wealth and separated all interviewed households into ﬁve wealth
quintiles: poorest, poor, middle, rich and richer (Central Statistical
Oﬃce (CSO) [Zambia], Ministry of Health (MOH) [Zambia], and ICF
International, 2014). In our analyses, household wealth was recoded
into three mutually exclusive categories for easier interpretation (poor,
middle, rich). Age of most recent sexual partner was derived from a
categorical variable with the following age ranges; 10–14, 15–19,
20–25, and 26 years old and over.

3.2. Measures
3.2.1. Dependent variables
Condom use and multiple sexual partnering were examined as two
binary outcomes of interest to measure sexual behaviors in the past
12 months. Respondents indicated whether a condom was used at last
sexual encounter with their most recent partner (no = 0, yes =1).
Multiple sexual partnering was derived from a continuous measure
asking for the number of sexual partners in the past 12 months. In this
sample, the distribution of responses was skewed and ranged from 1 to
11 (about 97% of participants reported between 1 and 3 sexual partners). Thus this item was recoded into a binary measure as follows:
0 = one sexual partner, 1 = two or more past year partners.

3.2.4. Analytic approach
Sample weights were utilized on all analyses using SPSS version 25.
To explore characteristics of the sample, univariate analyses were
performed while bivariate and logistic regression analyses were conducted to examine relationships between the four bases of gendered and
sexual behavior outcomes. Chi-square tests were used to make comparisons between male and females on key variables and associations
between categorical variables and sexual behaviors. Four separate regression analyses for each outcome were conducted. The ﬁrst model
included both male and female adolescents as the sample, the second
model included only male participants, and two separate models for
females only were conducted (one identical to the male model, and the
other included sexual abuse). This allowed us to examine gendered
variations in predictors of sexual behavior outcomes. Diagnostics for
analytic assumptions were all within acceptable range and no assumptions were violated. All models were controlled for Zambian
provinces.

3.2.2. Independent variables
3.2.2.1. Force. A question examining history of sexual abuse was used
for this measure. Participants provided a yes/no response to whether
they had ever been forced to have sexual intercourse or perform any
other sexual acts against their will. In the ZDHS survey, one eligible
woman in each household was selected for the subsample that was
asked additional questions on domestic violence from which this
question was derived. Thus this measure was not assessed among our
male participants in this study. From our sample of 784 female
adolescents, only 380 were selected to participate in the domestic
violence questionnaire.

4. Results
4.1. Descriptive statistics
A summary of descriptive statistics for all study variables and bivariate analysis between condom use and each independent variable for
the overall sample are presented in Table 1. The mean age of the sample
was 17.3 (SD = 1.68), and approximately 61% identiﬁed as male. A
small number of participants (2.7%) reported having no formal education. About 59% of the sample reported not using a condom, with
only 39% of females and 42% of males reporting condom use during
their last sexual act. Approximately 14% of the participants had multiple sexual partners in the past 12 months, of these 62% did not use a
condom at last sexual encounter.
Group diﬀerences on study variables between males and females
were also examined (results not shown). We found gendered diﬀerences
in multiple sexual partnering tendencies with higher rates among

3.2.2.2. Resource control. Two aspects of resource control were
examined; education level and access to condoms. Highest education
level attained was derived from a categorical measure with the
following responses (no education, primary, and secondary education
or higher). To measure condom access, respondents answered a yes/no
question about whether they knew of any source from which they could
obtain condoms.
3.2.2.3. Social obligations. Level of relationship commitment with last
sexual partner was examined. This measure was derived from a
question asking participants what their relationship was with the
person they most recently had sexual intercourse with within the past
3
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Table 1
Sample characteristics and bivariate associations with sexual behavior.
Variable

Overall sample (n = 2124)

Male (n = 1288)

Female (n = 836)

% or mean (SD)
Gender
Male
Female
Age
Education attainment
No education
Primary
Secondary
Household wealth
Poor
Middle
Rich
Residence type
Urban
Rural
Relationship with lastsexual partner
Committed
Non-committed
Age of last sexual partner
10–14
15–19
20–25
26 and Over
Know condom source
Yes
No
Wife beating justiﬁed
Yes
No
History of sexual abuse (select girls only; n = 401)
Yes
No
Multiple sexual partners
Yes
No
Condom use
Yes
No

60.7
39.3
17.31 (1.68)

17.4 (1.3)

17.2 (1.3)

2.7
44.2
53.2

3.2
45.7
51.1

2
41.8
56.3

33.8
26.1
40.1

34.1
27.6
38.4

33.4
24
42.7

37.7
62.3

35.6
64.4

40.9
59.1

93.5
6.5

90.6
9.4

97.8
2.2

8.6
56.4
21.1
13.9

14.4
73.4
2.7
9.5

–
31.3
48.2
20.5

92.6
7.4

96.3
3.7

86.9
13.1

50.3
49.7

48.9
51.1

52.5
47.5

Condom use

Multiple sexual partners

χ

χ2

2

1.1

70.7⁎⁎

F (4,1775) = 2.4⁎
23.8⁎⁎

F (4,2118) = 2.5⁎
2.9

38.4⁎⁎

0.07

12.9⁎⁎

1.4

1.1

22.2⁎⁎

22.3⁎⁎

25.9⁎⁎

24.2⁎⁎

3.3

14.5⁎⁎

2.4
4.67⁎

0.04

11.6⁎⁎

11.7
88.3
13.8
86.2

18.8
81.2

6
94

40.8
59.2

41.8
58.2

39.3
60.7

Note: Chi-square test results indicate bivariate associations for the overall sample.
⁎⁎
p < .01.
⁎
p < .05.

4.2. Condom use

males, about 23% of males compared to 7% of females (p < .01).
There were no statistically signiﬁcant diﬀerences in condom use by
gender. However, compared to males (3%), a higher percentage of female adolescents (13%) reported not knowing where to access condoms
(p < .01). We also found signiﬁcant diﬀerences in education levels by
gender (p < .05), with female adolescents reporting slightly higher
levels of education. Additionally, female adolescents were less likely to
have sex in non-committed relationships compared to males (p < .01).
Male adolescents (15%) reported sexual relations with a partner
10–14 years old, while no female adolescents reported sexual relationships with a partner in this age group. However, more female
adolescent reported sexual relations with much older sexual partners
compared to males. These gender diﬀerences in age of most recent
sexual partner were statistically signiﬁcant (p < .01).
When examining bivariate associations of condom use and multiple
sexual partnering for the overall sample, we found that all four bases of
gendered power (force, resource control, consensual ideologies and
social obligation) were signiﬁcantly associated with sexual behaviors
(p < .01). Age, gender, household wealth, rural/urban residence, and
age of sexual partner, were also signiﬁcantly associated with sexual
behaviors at the bivariate level (p < .05).

Table 2 shows results of the logistic regression models examining
the odds ratio of condom use among Zambia adolescents. Results for the
overall sample model showed that resource control (education levels
and condom access), consensual ideologies (wife beating justiﬁed),
gender, household wealth, and age of sexual partner were signiﬁcant
predictors of condom use. Adolescents with no education (OR = 0.47,
p < .05) and those with primary education (OR = 0.73, p < .01) had
decreased odds of condom use compared to their secondary level
counterparts. Education was also signiﬁcant in the male only model
(p < .05) but not for females.
Compared to adolescents that did not know any source to obtain a
condom, adolescents that had access to condoms were nearly 3 times
more likely to use a condom in the overall model (OR = 2.49,
p < .01), and 5 times more likely to use condoms for male adolescents
(OR = 5.08, p < .01). Among females only, adolescents with access to
condoms were 2 times more likely to use condoms (OR = 2.21,
p < .01). However, when sexual abuse was added to the female only
model (see Table 2), condom access was no longer signiﬁcant.
In regards to consensual ideologies, adolescents that did not endorse
ideologies that justify wife beating showed a 28% increase in the odds
of condom use in the overall model (OR = 1.28, p < .05), and about a
40% increase in condom use for the male only model (OR = 1.40,
4
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Table 2
Predictors of condom use among adolescents.
Overall = 1908
Variable
Gender (female)
Age
Education
No education
Primary
Secondary education
Household wealth
Rich
Middle
Low
Condom source known (Yes)
Residence type (Rural)
Last sexual partner relationship (Committed)
Age of last sexual partner
10–14
15–19
20–25
26 and Over
Wife beating justiﬁed (No)
Sexual abuse (Yes)
Pseudo R2
χ2

OR

Male = 1124

Female = 784

Female = 380

SE

OR

SE

OR

SE

OR

SE

1.43
1.08

0.14
0.04

1.09

0.06

1.01

0.07

0.92

0.10

0.47⁎
0.73⁎⁎
–

0.35
0.12
–

0.41⁎
0.62⁎⁎
–

0.42
0.15
–

0.60
0.85
–

0.64
019
–

0.97
094
–

0.93
0.27
–

1.77⁎⁎
1.16
–
2.49⁎⁎
1.08
1.17

0.17
0.14
–
0.23
0.15
0.21

1.73⁎
1.03
–
5.08⁎⁎
1.29
1.30

0.23
0.18
–
0.57
0.21
0.23

1.98⁎
1.31
–
2.21⁎⁎
0.87
0.70

0.28
0.24
–
0.27
0.24
0.57

2.83⁎
1.13
–
2.02
1.07
0.42

0.41
0.35
–
0.39
0.36
0.78

0.87
–
0.44⁎⁎
0.72⁎
1.28⁎
–
0.09
117.1⁎⁎

0.20
–
0.17
0.17
0.11
–

0.89
–
0.34⁎
0.76
1.40⁎
–
0.10
83.5⁎⁎

0.21
–
0.46
0.25
0.14
–

–
0.45⁎⁎
0.66
1.21
–
0.11
59.5⁎⁎

–
0.22
0.25
0.17
–

–
0.49⁎
0.44⁎
1.21
0.89
0.13
31.7⁎

–
0.32
0.38
0.26
0.39

⁎

Note: All analyses are weighted. Models controlled for Zambian provinces.
⁎⁎
p < .01.
⁎
p < .05

p < .05), compared to adolescents that endorsed wife beating. Social
obligations (sexual partner relationship commitment) and force (sexual
abuse) did not emerge as signiﬁcant predictors of condom use in the
models.
Further, we found that adolescents from rich households showed a
77% increase in the odds of condom use in the overall model
(OR = 1.77, p < .01). Household wealth remained a signiﬁcant predictor of condom use in the male only model (OR = 1.73, p < .05) and
in the female only model (OR = 2.83, p < .05). Female adolescents
also showed a 43% increase in the odds of condom use at their last
sexual encounter compared to male adolescents (OR = 1.43,
p < .05).Results also showed that compared to having a partner in the
15–19 age group, having older sexual partners was associated with
lower odds of condom use in the overall model (p < .05). Age of sexual
partner remained a signiﬁcant predictor of condom use in the gendered
models (p < .05).

model (see Table 3). Additionally, we found that adolescent females
who had experienced forced sex were 5 times more likely to have
multiple sexual partners (OR = 5.07, p < .01). Further, we found
higher odds of multiple sexual partnering for female adolescents with
no education compared to those with secondary level education
(p < .05).
Compared to adolescents with sexual partners in the 15–19 age
range, we found lower odds of multiple sexual partnering for adolescents with sexual partners in the 10–14 age range (OR = 0.58,
p < .05) and higher odds of multiple sexual partnering for adolescents
with sexual partners aged 26 and above (OR = 1.74, p < .01). Age of
sexual partner remained a signiﬁcant predictor of multiple sexual
partnering in the male only model (OR = 0.57, p < .05) but not in the
female only model. Additionally, we found no signiﬁcant eﬀects of
consensual ideologies and condom access on the odds of multiple sexual
partnering in any of the models.

4.3. Multiple sexual partnering

5. Discussion

Table 3 shows results of the logistic regression models examining
the odds ratio of multiple sexual partnering among Zambia adolescents.
The overall model shows gender, relationship commitment to last
sexual partner, and age of last sexual partner to have signiﬁcant eﬀects
on multiple sexual partnering net of controls. Being female was associated with a 76% decrease in the odds of multiple sexual partnering
(OR = 0.24, p < .01). Adolescents who were in a committed relationship with their last sexual partner were less likely to have multiple sexual partners (OR = 0.51, p < .01). This ﬁnding remained
consistent in the male only model (OR = 0.51, p < .01) and the female
only model (OR = 0.23, p < .05). However, relationship commitment
was no longer signiﬁcant in the female only model (seen in Table 3)
when sexual abuse was added to the model.
Additionally among females only, we found that girls from rich
households showed greater odds of having multiple sexual partners in
the past 12 months compared to those from poor households
(OR = 3.13, p < .05) in the model not controlled for sexual abuse.
Wealth was no longer signiﬁcant when sexual abuse was added to the

This study indicates that the four bases of gendered power, derived
from social dominance theory, are applicable in understanding correlates of condom use and multiple sexual partnering among Zambian
adolescents. We found condom use at about 41% in our sample, similar
to previous reports among a comparable group of Zambian adolescents
(Doyle et al., 2012). In concert with the our ﬁrst hypothesis and social
dominance theory, we found that having experienced forced sex exacerbated hiv risk sexual behaviors among adolescent females. These
ﬁndings reinforce results in previous studies (Cluver et al., 2016;
MYSCD et al., 2018; Slonim-Nevo & Mukuka, 2007). In this sample, we
found that about 12% of girls reported history of sexual abuse, which
was strongly associated with multiple sexual partnering. The ﬁrst base
of gendered power, force, suggests that the power inequities inherent in
women's experience of sexual abuse undermines their ability to negotiate safe sex and increases instances of risk within themselves (Pratto
& Walker, 2004; Rosenthal & Levy, 2010). Thus these ﬁndings point to
important considerations of psychosocial pathways to hiv risk behaviors. While we did not assess the eﬀects of sexual abuse on adolescent
5
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Table 3
Predictors of multiple sexual partnering among adolescents.
Overall = 1908
Variable
Gender (female)
Age
Education
No education
Primary
Secondary education
Household wealth
Rich
Middle
Low
Condom source known (Yes)
Residence type (Rural)
Last sexual partner relationship (Committed)
Age of last sexual partner
10–14
15–19
20–25
26 and Over
Wife beating justiﬁed (No)
Sexual abuse (Yes)
Pseudo R2
χ2

OR

Male = 1124

Female = 784

Female = 380

SE

OR

SE

OR

SE

OR

SE

0.24
1.02

0.22
0.06

1.06

0.06

0.83

0.13

1.06

0.20

1.33
0.95
–

0.38
0.16
–

0.94
0.94
–

0.44
0.17
–

8.15⁎⁎
0.84
–

0.81
0.39
–

13.05⁎
0.48
–

1.17
0.61
–

1.32
1.07
–
1.09
1.06
0.51⁎⁎

0.22
0.18
–
0.32
0.21
0.23

1.12
0.95
–
1.12
1.00
0.51⁎⁎

0.24
0.20
–
0.45
0.24
0.24

3.13⁎
1.67
–
1.21
1.34
0.23⁎

0.55
0.50
–
0.49
0.45
0.71

2.84
4.62
–
1.95
0.93
0.50

0.88
0.83
–
0.83
0.69
1.30

0.58⁎
–
1.11
1.74⁎⁎
0.85
–
0.12
124.6⁎⁎

0.26
–
0.27
0.21
0.14
–

0.57⁎
–
0.92
1.56
0.79
–
0.05
34.5⁎

0.27
–
0.47
0.26
0.16
–

–
1.54
1.84
1.48
–
0.16
46.1⁎⁎

–
0.45
0.47
0.33
–

–
0.48
2.03
1.29
5.07⁎⁎
0.25
34.8⁎

–
0.71
0.69
0.53
0.56

⁎⁎

Note: All analyses are weighted. Models controlled for Zambian provinces.
⁎⁎
p < .01.
⁎
p < .05.

condom use. Further research should examine the gender variant mechanisms through which education interrelates with sexual risk behaviors among adolescents.
Contrary to our third hypothesis and the ﬁndings of others (Burgard
& Kusunoki, 2009; Hendriksen et al., 2007), relationship commitment
levels did not have signiﬁcant impact on condom use. While we found
relationship commitment to safeguard adolescents from multiple sexual
partnering, the lack of eﬀect on condom use is concerning. This implies
common occurrence of unprotected sex regardless of whether sex is
casual or with a boyfriend or girlfriend. Thus when HIV infection penetrates adolescents' social networks, risk of infection is high. However,
it is important to note that the lack of signiﬁcant and gender variant
eﬀects of social obligations on condom use maybe due to the small
sample size of adolescents in our study who were not in a committed
relationship with their last sexual partner (about 7%). Further research
with a large enough sample is needed to determine whether the female
disadvantage in HIV risk is facilitated by social obligations among
Zambian adolescents.
Interestingly, slightly more adolescent girls than boys in the sample
held beliefs about the justiﬁcation of wife beating under certain conditions, suggesting that perceptions about abuse of women is internalized by both genders. As explained by social dominance theory, the
socialization and cultural transmission eﬀects of societal norms and
values that maintain the subordinate position of women can inﬂuence
the use of violence against women (Pratto & Walker, 2004). Adolescents
from poor backgrounds, limited education and rural areas were more
likely to endorse wife beating. In support of our fourth hypothesis, these
ideologies were associated with lower condom use among male adolescents, which potentially perpetuates the disadvantaged position of
females in condom use negotiation in heterosexual relationships. These
ﬁndings support other sub-Saharan African studies that found genderunequal norms to be associated with lack of condom use and other
forms of contraceptives (Svanemyr, 2019; Tsai & Subramanian, 2012).
Interventions aimed at modifying gender-unequal norms and beliefs in
eﬀorts to reduce HIV risk among adolescents are needed. Further research can also examine eﬀects of consensual ideologies on intimate
partner violence among adolescents and other health related outcomes.

males in this study, it is likely that it would have negative implications
on hiv risk behaviors as evidenced in previous studies (Cluver et al.,
2016; MYSCD et al., 2018). Further investigation is needed to explore
gendered variations in eﬀects of sexual abuse and mechanisms through
which sexual abuse history impacts sexual behavior.
The link between economic disadvantage and sexual risk was supported in our study, per our second hypothesis, and has been well established (Butts et al., 2017; Butts et al., 2018; Cluver et al., 2016;
Gyimah et al., 2014; Jukes et al., 2008; Madise et al., 2007; Muzyamba
et al., 2015; Ranganathan et al., 2016; Wamoyi et al., 2014). Social
dominance theory posits negative health outcomes for groups with
limited access to resources. Low levels of education, limited access to
condoms and poverty acted as a barrier to condom use, and for females
only, having no education exacerbated risk for multiple sexual partnering. We found evidence of discriminatory resource distribution by
gender as posited by the second base of gendered power, resource
control. They were disproportionally more females than males that
lacked information on where to access condoms as supported by other
studies (Butts et al., 2018; Central Statistical Oﬃce (CSO) [Zambia],
Ministry of Health (MOH) [Zambia], and ICF International, 2014). This
places females at higher risk for adverse health outcomes given that
condom access was the strongest predictor of condom use among
adolescents in our study. Negative societal norms that stigmatize and
discourage women's active role in their sexual health (e.g. condom
seeking and condom use initiation) may facilitate this discrepancy
(Burgard & Kusunoki, 2009; Butts et al., 2017; Joﬀe & Bettega, 2003).
Additionally, we found slightly higher levels of education among
female than male adolescents in support of recent studies that show an
emerging female advantage in educational enrollment and attainment
in low-income countries (Saasa et al., 2018; Grant & Behrman, 2010;
Psaki, McCarthy, & Mensch, 2018). It is important to note however, that
education failed to buﬀer adolescent females against unprotected sex
while it proved protective for male adolescents in our study. This may
suggest that even with the appearance of gender parity in education
attainment, other factors such as gender variant learning outcomes
(Grant & Behrman, 2010) or limited sexual decision making power
(Magnani et al., 2002) may facilitate the female disadvantage in
6
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Other notable ﬁndings in our study included negative eﬀects of age
disparate relationships on sexual risk behavior similar to previous studies (Butts et al., 2017; Doyle et al., 2012). Condom use varied signiﬁcantly by age of sexual partner where relationship power dynamics
could make it diﬃcult for younger partners to negotiate condom use.
Additionally. the number of adolescent males who had sex with very
young girls (14%) is concerning given that some children in the 10–14
age group might not have the developmental capacity to consent to sex
and let alone negotiate condom use. This ﬁnding may suggest greater
risk among younger girls for non-consensual sex from adolescent
partners. Eﬀorts that promote the protection of vulnerable children as
well as youth friendly education programs about sexual health behaviors are recommended.

Jewkes et al., 2008; Kyegombe et al., 2014; Remme et al., 2014). For
example, a cluster randomized control trial conducted among
15–26 year olds in South Africa found that an HIV prevention program
that also addressed gender –unequal norms signiﬁcantly reduced hiv
risk behaviors among young men (Jewkes et al., 2008). As Jukes et al.
(2008) points out, eﬀective tackling of gender-based HIV risk will require both males and females to change alongside each other in beliefs
and behaviors.
Additionally, government agencies, NGOs and policy makers should
attend to poverty alleviation strategies and the provision of income
generating alternatives for adolescents whose HIV risk is likely driven
by structural deprivations. Evidence shows that structural interventions
such as cash transfers or scholarship programs have been found to reduce risky sexual behaviors, attenuate the negative eﬀects of sexual
abuse on sexual risk behaviors and improve educational outcomes
among sub-Saharan African adolescents (Cluver et al., 2013, 2016;
Hallfors et al., 2011; Pettifor, MacPhail, Nguyen, & Rosenberg, 2012).
Advantages of increasing adolescents' resources, such as education,
include increased likelihood of challenging ideologies that promote
gender inequality as education levels advance (Jukes et al., 2008;
Rosenthal & Levy, 2010).
Future research can examine sexuality among adolescents from a
longitudinal perspective to establish whether sexual behavior maybe
linked to changes in gendered power across the lifespan, An examination of potential moderators of the negative eﬀects of gendered power
on HIV risk is also warranted.

6. Limitations
Limitations that warrant cautious interpretation of the ﬁndings in
this study should be acknowledged. The use of cross-sectional data does
not allow for causal inferences between our predictor and outcome
variables, or examine changes in sexual behavior over time. The utilization of a secondary data set and consequent proxy variables entail a
lack of information collected to speciﬁcally meet the aims of this study.
This warrants cautious interpretations of the ﬁndings. Future research
should collect primary data in order to get a holistic understanding of
gender-based power and adolescent HIV risk. The limited variability in
our social obligations variable may have weakened our ability to derive
meaningful ﬁndings on the eﬀects of relationship commitment levels on
sexual risk behaviors. Additionally, the wide range in number of past
year sexual partners in the sample, may speak to diﬀerences in adolescent and partner characteristics that our study does not capture.
Future research should consider the broader underlying forces and
other factors that lead to adolescent multiple sexual partnering. Lastly,
our data had a signiﬁcant amount of cases missing on the dependent
variables, which greatly reduced the sample size in our study. Despite
the limitations, we still had a large enough sample in our analyses to
draw meaningful conclusions that are consistent with the literature.
Additionally, the use of sample weights allowed for results to be representative at the national level.

8. Conclusions
This study contributes to the current literature on adolescent HIVrisk sexual behaviors and highlights mechanisms through which disproportionate HIV risk among adolescent females maybe facilitated and
maintained. Our ﬁndings show structural drivers (living in poverty, low
levels of education, limited access to condoms), psychosocial problems
(sexual abuse) and social norms (beliefs and values that place women in
subordinate positions relative to men) to inﬂuence adolescent HIV risks
in Zambia. The commonality of sexual activity among adolescents and
its potential for serious consequences on the life course calls for interventions that consider how diﬀerent facets of power shape adolescent
HIV risk. Special attention should be given to interventions that improve women's social standing and the development of social protections that can mitigate structural drivers that increase adolescent risk
for HIV infection by virtue of their socio-economic conditions and
gender.

7. Implications
The current study has a number of important implications. These
include the need for enforcement of laws that protect young people
from sexual violence, increased support toward condom access and
challenging discriminatory resource distribution mechanisms and other
underlying factors that disadvantage females. The continued low utility
of condoms calls for further assessment of factors that impede condom
use among adolescents and strategies that promote safe sex for sexually
active teenagers. Intervention eﬀorts aimed at empowering female
adolescents can help facilitate greater sexual decision-making power.
For instance, the ‘DREAMS’ Partnership, an ongoing intervention in
several African countries, including Zambia is a multilevel approach
aimed to reduce hiv risk and advance gender equality among adolescent
girls and young women. Findings are promising and show signiﬁcant
declines (25–40%) in new HIV infections among adolescent girls and
young women in most DREAMS intervention regions (Chimbindi et al.,
2018; PEPFAR, 2018).
To enhance adolescents' ability to engage in HIV-risk reducing behaviors, a cultural shift in values and beliefs that place women in
subordinate positions is needed. While diﬃculties in changing cultural
norms have been acknowledged (Jukes et al., 2008), young people
whose beliefs and values are not yet entrenched maybe more receptive
to change. The development and implementation of multilevel interventions that address structural and cultural barriers to advancing
women's social status should be supported among Zambian adolescents
as these have shown to mitigate HIV-related risk (Butts et al., 2017;
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